In a war context, a transition period begins when the guns fall silent following a ceasefire or a peace agreement is signed. In a natural disaster context, it starts as soon as the search and rescue activities are over. Progression from the emergency to the transition phase is often a tedious process, involving a complex emergency context, unforeseen additional and emerging needs and the presence/withdrawal of stakeholders. Humanitarian aid commonly described in most emergencies often persists during the transition phase. It requires them to make a complete shift in its approach, planning, financing, performance monitoring and evaluation. In transition situations, the key is to develop national and international partnership in respect to primary health centres, with a clearly-defined, realistic and participative public health methodology. This paper, a review of some key humanitarian guidelines and peer reviewed studies, is presented with a methodological approach with a succession of practical questions, answers, and documented case examples and targets central, provincial and district health facilities and national and international public health workers facing the challenges of a fragmented and fragile post-emergency health service network.
INTRODUCTION
Over thirty years after the Alma Alta declaration, the WHO conducted a review of the Primary Health Care (PHC) strategy that promised health for all by the year 2000. While our global health context has changed remarkably over the last six decades, the values that lie at the core of the WHO Constitution and those that informed the Alma-Ata Declaration have been tested and remain valid to this day. Despite enormous progress in health care globally, our collective failures to deliver health services in line with these values remain painfully obvious and deserve our greatest attention [1] . This World Health Report revisits the ambitious vision of PHC as a set of values and principles for guiding the development of health systems (universal coverage, service delivery, public health policies, leadership). PHC is no longer the antithesis, as it were, of the hospital, but rather the coordinator of a comprehensive response at all levels of health care delivery.
The pre-requirements needed before applying WHO recommendations are based on stability and political involvement. This report applies when the emergency is over (for war or large-scale natural disaster) and the political stakeholders are slowly returning to function. 'Transition period' or 'phase' is the preferred nomenclature to 'postemergency phase' due to the inherent instability and the possible return to conflict that is characteristic of the post-conflict environment. Unfortunately 47% of countries return to conflict within a decade, with a rate that is 60% in Africa and where the post-conflict infrastructure and system is usually 10% of what it was before the war [2] .
It can be said that emergency medical assistance provided during the early stages of any conflict or disaster, and PHC aimed at promoting and sustaining health in a developing society, are well defined. However, the same cannot be said of the intervening period, namely the transitional period or phase. Such situations require humanitarian actors well versed in the implementation of specific, suitably-adapted work methodologies appropriate to a tenuous transition that uniquely straddles both emergency care and development.
In a war context, the transition period begins when the guns fall silent following a ceasefire or a peace agreement or accord is signed [3] . In a large-scale natural disaster context, it starts as soon as the search and rescue activities are over and no more direct morbidity or mortality occurs related to the disaster itself. It is assumed that the goal is to prevent or mitigate indirect or excess morbidity and mortality that inextricably results from the lack of basic health services, especially if it is not recovered and reconstructed in a timely and accurate fashion. Also, ideally, the affected population will now require less security and a state of improved access to and availability of health services will now exist. Water, food supply and access to quality health care are under recovery and reconstruction. In transition settings, the reasons for substitution-type assistance are no longer justified, and a shift towards support and building upon any local capacity is what is required.
During human-made emergencies such as war and armed conflicts, or during large-scale natural disasters such as the recent floods in Pakistan or the earthquake in Haiti, the approach of humanitarian actors is to focus initially on protection and search and rescue followed swiftly by developing direct health service delivery system that can independently assume this responsibility itself. Although we might expect local resources to be mobilised and deployed at the earliest stage of a crisis, international health actors often find it necessary to temporarily set up parallel systems or subsume existing fragile health care networks [4, 5] .
Depending on the context, the rationale for engaging in direct health service delivery in the troubled areas of the country might be justified simply by the chaos, the insecurity, and the overall scale of needs. But the justification may also arise from the emergency and rescue personnel technical skills and background, the specialisations of the humanitarian actors, and the particular mandates of their respective emergency aid donors. Emergency teams often have little knowledge of existing local capacity, and therefore focus on meeting immediate needs rather than focusing on medium-and long-term perspectives.
While the academic humanitarian literature world has drastically expanded in the last decade, most international NGOs actually have their own work methodologies and associated training, but, unfortunately, little about these accomplishments ever find themselves published in the peer reviewed literature where they can be easily found and read. The purpose of this paper is to share with international health workers the best practices and lessons learned from a variety of field experiences devoted to strengthening PHC in transition period situations.
Tragically, the fragmented nature of the humanitarian aid commonly described in most past emergencies often persists during the transition period. It can be exacerbated by competition among health actors to access funds against a pre-defined, easy-to-monitor performance package. As such, it often makes it difficult for national health authorities to rationalise, use, and coordinate the allocated resources properly. The transition period both demands and expects a greater degree of order, planning, and collaborative coordination.
The development of the UN cluster initiative and the health sector wide approach to programming are, among other strategies, welcomed developments that aim to improve health care practice, policy, and coordination in emergency and transition settings. But far removed from the nation's capital or UN Geneva headquarters, the operational reality on the ground often requires humanitarian workers to support, develop and promote quality PHC in close collaboration with national partners, all of who are in transition themselves or remain highly fragile and unstable. In transition situations, the key is to develop national and international partnerships, respectful of PHC, is with a clearly-defined, realistic, participative, and functioning public health oriented health care system. Although it is understood that the recovery of public health infrastructure and protections may return incrementally, leaving the completed transition period behind will only be realized if the public health system and it infrastructure are once again a functioning entity.
Progression from the emergency to the transition phase is often a tedious process, involving unsolved complex emergency problems, additional and unforeseen emerging needs, and the sudden presence/withdrawal of stakeholders. It requires unprecedented international aid to make a complete shift in its approach, planning, financing, performance monitoring, and evaluation.
This document targets central, provincial and district health facilities and national and international public health workers facing the challenges of a fragmented and fragile post-emergency health service network. This approach stresses the need to plan with and build the capacity of national health staff and the system in which they must function.
A COMMON METHOD
Before deciding to continue in or become involved in a transitional situation, humanitarian agencies need to assess the situation and question their capacity. Post-conflict countries, on an average, are working with 10% or less of the resources they had before the conflict. There are still levels of conflict that exist despite the claims that the war is over. Weapon availability remains high and many times stakeholders bring weapons into all negotiations, including those that involve health decisions. These levels of violence remain the major reason why so many people flee to urban or other rural conclaves within the country as internally displaced populations (IDPs) or as refugees in a neighbouring country. Reasons for return to warfare can be predicted when economic stagnation and a worsening Infant Mortality Rate (IMR) occur. The IMR is a composite indicator that reflects good governance, access and availability of health care, security, transportation, basic education, etc., so is a most sensitive indicator of a fledgling government's capacity to engage in providing essential services for those in need. Additionally, at the time of any peace treaty or accord, the Emergency Phase indicator of greater than 2.0 deaths/10,000/day day is the most common prevailing indicator. The public health system is not adequate enough to improve this without outside assistance. The populace will be sensitive to the capacity to improve these indices in their decision to remain or flee.
The revision of the NGO's literature and shared experience show a common use of the results-based management cycle: assess and analyse, formulate and plan, implement and monitor, evaluate and learn.
Its common content could be summarised in the following questions [6, 7] :
"What is Happening Now?"
The raw data that emerges during a disaster are often imprecise and contradictory, and are rarely an adequate basis for deciding whether action should be taken and, if so, in what form. -Qualitative data gathered from field experience is essential for the decision-making process.
"What is Important?"
Analysis of these data combined with the experience acquired in the field during the emergency phase will bring into focus a set of problems, some more important than others. The task here is to identify the highest priority problems. 
"What will be Done?"
To decide what should be done, planners take note of existing norms and the constraints of the situation. This will allow them to define the limits of what can realistically be attempted -in other words, to set objectives.
-Decisions to take in the light of the political and health situation.
-Mortality and morbidity rates have been ascertained by the assessment, and are our first priority.
"How will it be Done?"
To achieve a particular objective, planners can choose between several types of activity. Initially, they define all the activities that can be undertaken to accomplish a specific objective in a predetermined time frame, and then decide what actions will actually be carried out, and in what orderin short, determine a long-term strategy. 
How do you Determine what was Accomplished?
The evaluation of what has been achieved should cover not only the resources used, but the entire planning process (quality of services provided, impact on the victims' health, and so on). This is known as monitoring and evaluation. 
THE PRIORITY TO ADDRESS PRIMARY HEALTH CARE SERVICES
According to the Alma-Ata conference, PHC is the first level of contact of individuals, the family and the community with the national health system, bringing health care as close as possible to where people live and work [1, 6] . The declaration also attaches great importance to community participation at a cost that the community and the country can afford to maintain at every stage of their development.
Since 1978, many countries have incorporated the concept of PHC into their national health system. PHC services are often grouped in packages. Current packages vary from country to country: the listings can be long and at times confusing. Some packages focus on a specific target populations for example; (infants under 1 year, children under 5 years, women, pregnant and lactating women, and the elderly), while others target specific types of care, such as mental health and dental health. Fig. (1) illustrates some of the existing packages in relation to essential services: preventive, screening & testing, curative, follow up & referral services. The bottom part of the figure illustrates the support system essential for all services. In conflict areas, this representation of PHC could seem an impossible ideal to reach. Accordingly, some NGOs focus on bolstering one or two services in order to recover and maintain basic/essential health care. Doing this provides the greatest opportunity to control post-crisis mortality and morbidity.
Assessment is the process and activities involved in gaining an understanding of a situation in order to identify problems (e.g., their capacity, components and stakeholders).
Every PHC manager should obtain and be able to answer the following questions of different service levels at National, Regional/Provincial, and District Health centres [8] [9] [10] . This information will be reported in the project document.
To be able to perceive/grasp/understand the PHC system and health policy of the country, the possible sources of information are the Minister of Health and the programme directors. This will focus on the following; -Population perception of the NGOs.
The main health problems of the population are usually found in the Health Information System, Early warning systems, specific data related to specific threats (Ebola, HIV, etc), National Surveys, and NGO survey/data/information [11] . Their completeness and accuracy should be questioned.
-Morbidity and mortality rates -by population: neonatal, infant, less than 5, pregnant mothers, stratified by age and gender;... 
THE DECISION OF INTERVENTION
In an emergency situation, the decision for intervention in the transitional period will not be a smooth process for most of the participating NGOs. To avoid a wrong decision, NGO decision makers will first consider certain criteria and then assess further elements before initiating technical support to a health infrastructure. These criteria are: -A public health analysis to ascertain population needs.
-The opportunity to improve access for beneficiaries.
-A documented knowledge of the security situation: PHC programmes are not drop-off programmes; they require regular access to the HC. -Logistic feasibility: distances, accessibility, means of transport, time required to reach the PHC.
-Acceptability: Are the local population, community and authorities aware of and informed about the role and objectives of humanitarian workers? -Comprehensive health actors mapping. Avoiding duplication: Is another organisation already supporting the PHC? -Assurance that the facilities to be supported are recognised by the MoH as part of the public health network and that the procedures for setting up PHC services are consistent with national health policy.
When the decision to intervene is taken, some common prerequisites must be considered in respect of project and budget planning:
PHC support is not a short-term action. Experience suggests that a commitment of 3 years is reasonable, and private fund donors must be secured to guarantee finance for this period before starting the programme.
The health infrastructure should be operational and provide a safe working place with minimum bio-safety guaranteed. Rehabilitation/extension of the existing clinical buildings, staff quarters, latrines, bathing area, water source and waste management system may be required.
Donations of medical equipment, furniture, initial (or continual) supply of medicines and commodities such as stationary and cleaning agents will also be a consideration.
Human resources will be appointed according to needs, existing PHC resources and the catchment population (taking into account a possible increase in population due to displacement). PHC activities and the size and diversity of services available have to be taken into account. (See Chapter 3, administrative files).
Setting health objectives and priorities in the transition period follows a balanced analysis of the region's most prevalent diseases (the incidence of which can be increased by population displacement, in turn, leading to possible outbreaks) and the population's perception of what the health issues are. In addition, the threat of sexual violence increases among populations forced to live in very closely confined quarters.
Box 1. Human Resources Needs for PHC Services
As early as the 90s, some rules of thumb for Human Resources needs were proposed by various NGOs and reproduced in the SPHERE document: for curative care, a minimum of 1 qualified health employee based on 1 person for 50 consultations per day, plus 2 to 5 workers (locally trained person for ORT, dressing, registering, and so on)
According to our priorities illustrated in Fig. ( 2), we can identify the human resources required to deliver selected activities and which activities to concentrate on, depending on the constraints of available health personnel.
The catchment population (see Box 2) and its demographic proportions (pregnant women, infants under 1 year, children under 5 years) are used to identify the anticipated PHC workload (excluding accessibility and protection issues).
In preventive care, the services involved are the vaccination programme, ANC, deliveries, Mother & Child Health. It can also include the followup of hypertension, diabetes and other chronic diseases in other contexts.
The aim of any intervention (desired impact) is to contribute to the reduction of mortality and morbidity and to alleviate suffering due to conflict conditions.
In most situations, the pre-crisis situation is the theoretical minimum standard to be reached. In others, in the event of an absence of standards or protracted active conflict, internationally recognised standards will have to be the reference. Pre-crisis baseline information may be scarce or incomplete. If none is available, then surveys to capture the information will have to be carried out at the time of inception. Such operational surveys identify general health problems and their scale, as well as their main components.
The planning process converts the problems that have been identified into objectives, and is based on a collaborative and long-established but simple logical framework approach.
A general objective (GO) is then set to address a defined health problem facing the population. It will be a clear statement of the result to be achieved by our intervention in the following 1 to 5 years. The next step is the choice of corresponding specific objectives (SOs) at PHC level. The SOs are service-based and include planned quarterly reviews of the activities required.
The level of PHC staff and Health Committee engagement in the choice of SOs and activities varies considerably from one context to another. In the Democratic Republic of Congo, all clinical assistants and nurses are trained in the SO concept, while in Uganda only the best clinical assistants received public health training. In some very remote areas, the SOs was not shared due to a lower level of public health education.
In respect of the objectives set for the 2 to 3 year project, the preference is to use quarterly planning rather than an annual framework since the dynamics of the context change as it develops. The target values of indicators will vary from one country/situation to another. The performance tables described later in the document will contain a space for the values to be attained in compliance with international/ national norms.
After agreeing the SOs, the PHC manager has to specify the activities with maximum of HC staff and community involvement.
To specify these activities, the PHC manager must decide what services will be provided within PHC. There may be a curative service, a preventive service, such as immunisation, or a maternal and child health care service. These services must address the main pathologies encountered.
After this decision, the manager determines what activities shall be restored, reinforced, or supported first [12, 13] . The choice of activities must be based on health priorities. However, such priorities will depend largely upon: -Implementation opportunities: for example human resources, both local and expatriate, logistical resources, and the time that can be spent on the spot in the light of the security situation.
-And the population's own perception of the situation should never be overlooked.
Box 2. The importance of the denominator
While population count methodologies are well described for complex emergency situations and camps, the search for a denominator in transitional situations, when citizens have started to go back home, is less systematic.
Desk review (of existing documents), estimation (after interviews/focus groups), survey, registration and census are the 5 methodologies described where NGOs avoid substituting services for those already provided by local authorities. De facto, census or even survey data are always extremely political in conflict areas.
Some of the tools proposed in this document, such as the Results Illustration Chart (RIC), are useful only when a denominator, even if imprecise, is known: a trend can then be identified and later fine-tuned when a more relevant denominator is identified.
While Fig. (3) illustrates a complete and ideal PHC service, prioritisation is essential to respond to the more essential needs. Examples of the prioritisation process for a given situation include: -In the case of vaccinations: when there is an epidemic outbreak, social mobilisation will take place spontaneously as soon as information about the time and place of the vaccination campaign begins to circulate. When there is no epidemic, mobilisation may take much more time and require more resources.
-The incidence of Malaria is seasonal. While good diagnosis and treatment are always a priority, the distribution of Insecticide Treated Nets is a dedicated activity during the last days of the dry season.
-Ensuring immunisation during Antenatal Care will always be a first priority, preceding the prevention of mother to child transmission where more training is needed to handle a more complex process.
-While people in distress will benefit from community based support, common mental disorders will be treated at the health centre and severe mental disorder referred to specialised psychiatric services -If health staff is available on the ground, the NGO has to train them so that they can conduct health education sessions: mode of action = support.
-If there is a local organisation with potential capacity: mode of action = mobilisation.
-If more human resources can be assigned to the health centre: mode of action = persuasion.
Each activity is regularly reviewed in the light of the corresponding mode of action, bearing in mind that preference must be given to the mode of action that involves the least substitution possible.
There is possible synergy between different NGOs but also risk of antagonism. While some organisations have a general all-component PHC approach, some others are focusing on vertical programs like ante natal care, HIV, or vaccination programmes. Different modes of action in one district could create a cacophony (see Box 5). Coordination between partners is essential.
Box 3. Sudan Darfur 2005-2006: Selecting the Services to Support
Hundreds of organisations are present in Darfur where programmes are difficult to implement due to security problems.
The ICRC has different modes of action for medical programmes. The PHC clinic at Gereida or the Field Surgical Team is on substitution mode. The ICRC does everything from A to Z and has its own personnel. In other regions of Darfur, the ICRC has chosen to support existing health centres through the Ministry of Health.
As described in this methodology, the main priorities were set by PHC staff and community representatives. The clinical services are delivered by MoH clinical staff with the ICRC supplying medications. Antenatal consultations (ANC) were run by the ICRC's midwives working with local TBAs.
Sadly, very few indicators were shared with the community (lack of security, education level)
Continuity of Care: Referral to Hospital
The PHC managers should not underestimate the humanitarian, political (especially in post-conflict areas), and 
• Ensure safe and rational blood transfusion practice
• Ensure adherence to standard precautions
• Guarantee the availability of free condoms economic importance of referral health care [15, 1] . PHC policy will neither be understood nor accepted by beneficiaries without a proper system to optimize availability and access care for more complex cases.
If medical conditions cannot be managed at the PHC facility level, referrals for emergency or essential medical, obstetric and surgical care is required to the nearest appropriate care facility. While life-saving emergency care is rarely subject to discussion, the definition of what type of cases should be referred is commonly a source of debate and misunderstanding. Standards Operating Procedures or guidelines are needed to define basic principles, taking into account shortfall in health systems, and to clarify common misunderstandings:
Establishing and managing a referral scheme presents many challenges:
-The PHC approach is part of most MoH health strategy. Depending upon the context, funds and logistics, secondary and tertiary care may not be given the same emphasis. The budgets allocated to public sector treatment for costly and long-term diseases, such as cancers, are difficult, and prioritisation will be necessary.
-Inequity in access to second level of care can create tensions, particularly during fragile transition periods. For example, it is important to secure provision of similar services for refugees, displaced persons or the local population. In post-conflict situations, similar access to referral care must be granted to all, irrespective of ethnic, social, political or gender considerations.
-Urban populations have the tendency to shop for care, regardless of official regulations on patient channels. There is a wealth of attractive, urban private sector facilities available. Primary level care might be bypassed.
-Any referral system takes into account local demographics and the incidence of diseases as well as the level of development of the host country's health system. This includes issues related to co-payment and specifics related to various standardised treatment procedures. The availability and capacity of the host country's existing referral facilities are crucial.
The UNHCR defined guiding principles that are useful for the management of any medical referral system [15] -Impose Primary Health Care as the first level of care,
-Define clearly what pathologies or investigations are eligible for referral, -Avoid use of parallel systems and build on existing structures, -Secure and monitor equality of care and access among PHC programme catchment population, -Ensure that emergency referral is based on prognosis by a health professional, -Organise a transparent, documented decision-making process based on cost and prognosis when it comes to elective and semi-elective referral.
-Secure the transparency of the process through consultation and strong communication and dissemination with all stakeholders, -Limit the number of agreed upon referral facilities with appropriate contractual relationship, -Coordinate with and support main referred diseases prevention programmes.
It is crucial to ensure that patients are aware of the potential limitations of referral care. Procedures need to be defined with health authorities, and shared and agreed upon with all relevant stakeholders, including the aspect of food and transport.
With respect to transport, an NGO will have different options, ranging from supporting a local taxi or ambulance system to the use of their own logistics. An NGO may have an agreement with the referral hospital, for example in terms of medical donations, coverage of patient's fees, payment for food and accommodation, and financial assistance. There are specific situations whereby NGOs may be able to support patients' access to further specialist treatment, such as repair of vesico-vaginal fistulas, orthopaedic services, paediatric surgery (see Box 4; Uganda).
Box 4. Uganda 2008: Continuity of Care
Some HCs in Northern Uganda can be up to 80 km from the respective referral hospital. Various NGOs provided bicycle-ambulances to the main villages in the respective catchment areas. This facilitated early stage referral to the HC. The onward link from the HC to the referral hospital was more uncertain. The few, strategically located district ambulances were rarely operational. Faced with a life-threatening emergency, NGO personnel had the following options: -mobilising the patient's relatives to provide their own means of transport -supporting HC staff in their request for the district ambulance -mobilising community participation to pay ambulance fees of 30 USD -driving the patient ourselves when all other options failed In Pader district, some NGOs, such as MSF, paid for the treatment of referred patients, while ICRC preferred a fixed quarterly cash payment to the privately run referral hospital at Kalongo.
Agreements, Roles and Responsibilities
While legal and administrative agreements might not be perceived as a priority during the acute phase of a crisis, it is important to set up and clarify roles and responsibilities as soon as possible when supporting Primary Health Care within existing MoH Health structures.
The MoU is a contract, which formalises the relationship with the relevant authorities such as Ministry of Health (MoH) when available and the NGO. When possible, it is completed with the MoH at regional or district level where there are supported health centres.
This contract spells out respective roles, responsibilities, commitments and timeframes. (Technical specifics such as allowances or per-diem allowances should be included in an annex, which can be easily reviewed).
The MoU serves as a form of governance of the partnership, and provides a useful reference document to ensure continuity in the event of staff changes. Such a partnership requires transparency, trust, cooperation and compromise on both sides. Empowering the MoH (upgrading training, enhancing responsibilities) improves the quality of activities and helps facilitate the handover.
An MoU is a legally binding document that has been checked by a legal adviser and prior to signing, for compliance with regulations. Oversights may prove costly; for example, failure to specify that the MoU will be cancelled if the NGO has to pull out of the region or country.
The majority of civil servants are underpaid. Motivating health staff is a crucial issue, and must be achieved without creating a culture of dependency on external aid and/or discrepancy among sectors. A national salary can be improved by a "per diem" (a daily monetary allowance) when staff members are involved in field trips or training activities. This per diem allowance can be paid by the MoH or by partners. In most countries, there are official rates for per diem allowances that have to be taken into account when supporting MoH staff during activities (coordinate with different international NGOs).
Like all matters related to money, the subject is sensitive and requires multi-sector collaboration (education, agriculture, civil engineering, police, etc).
MoH salaries for PHC workers to improve performance might be an approach, but there is no literature documenting such a performance-related pay approach as being successful in terms of quality improvement. In most situations, it transformed the NGO into a second authority while the quality-linked top-up was taken as a salary, generating tensions/strikes in the event of the NGO's refusal to pay.
At HC level, rewards can be used. HC staff, together with the NGO team, can determine strict criteria to be met within an allocated period of time (3 to 6 months). These criteria could include stock management issues, compliance with hygiene protocols, infection control, HMIS completion, and also the percentage of immunisation and deliveries within a determined period. Rewards could be in cash or kind, in agreement with the authorities. In Uganda, ICRC signed 6 month agreements with each HC, these agreements being counter-signed by District managers. 9 of the 14 HCs achieved their targets and received food rewards. Rewards agreements were adapted and put in place every 6 months.
To motivate target populations, it is worth considering the introduction of incentives. Positive experiences with direct results are, for example: -Basic food packages are offered in the Iraqi immunisation system -'Mama kits' are given during delivery at the level of the maternity unit (clean razor blade disinfectants, Tetracycline eye ointment, gloves, ligature, soap, sanitary pads, towel, etc) -Insecticide treated nets are given during the second antenatal care visit the mothers, but also to their partners if they accompany them.
-Sanitary pads are given to women in post partum consultations -Fabric is given to any couple attending family planning sessions regularly for 9 months -Cash transfers were available in Latin America upon completion of an immunisation schedule.
Exit Strategy
The label 'exit strategy' itself hints that the concept of sustainability remains a fallacy in social services provision. Health is not a for-profit service. Somebody will have to pay for it. It is not about self-sustainability but about identifying who will pay for it. However, there is an obligation to prepare a smooth phasing out of support as the situation stabilises and funding comes to an end. Coordination meetings are the first place to inform and debate the limits of the MoU and the challenges to stimulate NGO involvement.
Most NGOs involved in transition situations start their programmes in the emergency phase (conflict or natural disaster) and the exit strategy is overlooked.
In the support mode, the principal actor likely to take over is the MoH. Under the terms of national health policy, agreement will be reached centrally or at district level.
Exit strategies are flexible and based on objective criteria which could be categorised as technical, managerial, and financial accountability, for example: -availability of human resources, their skills and their salaries, -regular provision of medical supplies and the capacity to manage them, -regular supervision, -reintroduction of cost sharing in respect of national norms and policies. In order to share a clear message that prevails despite inevitable staff changes, -the plan of action includes a written agreement whereby partners pledge to take over the programme according to a set timetable and a plan for monitoring the programme Regular supervision/monitoring should start as soon as possible. Whenever the district staff is available, trainings/updates should be facilitated by the MoH with the support of the NGO. Thus the exit strategy becomes a smooth and progressive procedure.
In practical terms, the situations where an exit strategy proved successful were those in which a development partner, such as the World Bank or USAID in Afghanistan, took over the health sector component. Sustainability is otherwise unlikely.
THE INTERVENTION
All participating NGOs share two similar principles for PHC support during crisis situations: the first one being the proximity to the beneficiary, the second one the expectation to raise the level of care to the one available before the crisis (or better, meeting international standards if absent before conflict). Special attention is given to existing PHC packages in place pre-crisis and their documentation (Baseline data, key informants).
These principles are enshrined in the participatory approach that is recommended at the earliest stage of assistance to any crisis-affected population (see Fig. 2 
).
Despite well-known international standards [23, 24,] as WHO, UNICEF, Sphere, and ALNAP, PHC quality performance may fall below these standards in transition situations in developing countries. As illustrated in Box 6, quality improvement opportunities are possible only when PHC staff and the population are involved [25] . Fig. (2) . Different levels of participation of the crisis-affected population to the PHC program.The green pyramid shows community involvement but also quality improvement opportunities. The red pyramid represents decreasing NGO support as the community takes over.
All aspects of health care are subject to quality improvement; PHC staff may not be motivated to work properly, resources may be misused and patients will be prompted to access poor quality services only as a last resort. A PHC programme offers the opportunity to improve both the quality of services and activities.
As represented in Fig. (3 A systematic, permanent process to assure and maintain quality is needed for an efficient health system.
The different aspects of quality of care are: competence, performance, effectiveness, efficiency of care, security, accessibility, interpersonal relationships, continuity and utilisation of services.
Quality assurance methods are based on 4 priorities [26] :
-client needs. The external clients are the patients and the community, while the internal clients are the HC staff.
-systems and processes. Work is the result of a succession of steps or activities. The PHC manager analyses these different steps to know what to change and improve.
-data-based decisions. Having a hunch is the first step, having proper data is the next. Working with indicators and data gives us the opportunity to document our quality improvement.
-team work. The people involved in the daily delivery of health services know better than anyone else the problems that they face. Proposals from PHC staff have more chance of being implemented than those from outsiders.
The following elements of quality improvement must be considered [27] : 
Box 5. The Difficult Question of Cost Sharing in Transitional Situations
The appropriateness of user fees for services used by the poor has become an important point of debate [16] [17] [18] , particularly in the light of commitments made to achieve international development targets. Emergency humanitarian health organisations are reluctant to apply cost sharing schemes to the population they serve. If protection and access to health services, free of charge, is part of the basic package for any victim during the acute phase of the humanitarian crisis, it may become controversial during the transition phase. When applied in parallel with cost sharing, free services often represent unfair competition with the national health system. It hampers MoH policy and operation. The same emergency organisations find themselves confronted by national health policy on the reintroduction of user fees and also local health insurances. Studies in Africa [19] show a reduction in the use of health services when user fees are introduced. The result is that a significant increase in available funds has been achieved in only a few isolated cases (e.g., southern Mali, Cameroon). There is scant proof of any link between the introduction of user fees, and the inevitable ensuing reduction in the number of consultations, and an improved quality of services. Improved quality of care may well increase the use of health services, but user fees can severely limit poor people's access to health care. In Uganda, the elimination of user fees has boosted attendance at health centres, but the long-term negative effects anticipated by Burnham et al in their article are proved by Xu et al in their impact analysis a few years later to be much worse than expected [20, 21] : "Unexpectedly, the incidence of catastrophic health expenditure among the poor did not fall. The most likely explanation is that frequent unavailability of drugs (…) forced patients to purchase from private pharmacies. Informal payments to the health workers may also have increased to offset the lost revenue from fees. Quality improvement methods are not the privilege of peace and development -they also apply in wartime [28] (See Box 6).
From the early stage of the programme, resources are devoted to supervision. Supervision is the link between central (district) and peripheral rural health care delivery, is important for performance and motivation, and may include (a) problem solving; (b) reviewing records; (c) observation of practice (clinical and others) and frequently involves visits to the supervisee's place of work. Fig. (3) illustrates a supervision model.
Box 6. East of the Democratic Republic of Congo 2002-2004: Quality Improvement for Clinical Examination
One problem that all health supervisors face is how to ensure that regular and qualitative clinical observation continues to form part of any consultation.
In 2003, the ICRC organised a competition between the 14-supported HC. A first draft of the 'ideal clinical examination' was shared between all the nurses and clinical officers working in these HCs in the provinces of Katanga, Oriental, and North and South Kivu. Each participating HC was asked to suggest amendments to the draft. The winner of the competition was the HC, which made the best suggestions. After careful review, inputs in the form of text, drawings and suggestions were accepted and an official "Clinical examination Guide" was printed.
A small patient survey confirmed the supervisor's observation that interest in clinical examination was regained. The guide is still a standard for supervision.
NGOs will plan supervisions/on the spot training according to distances from the sub-delegation, security conditions, and the diversity of services delivered in the HC. Fig. (3) . Management framework for supervision. Source [29] : PHC supervision in developing countries
Community Participation
The 1978 Declaration of Alma-Ata identifies community participation "as the process by which individuals and families assume responsibility for their own health and welfare and for those of the community, and develop the capacity to contribute to their community's development".
Community-financing or cost-sharing by means of user fees are part of community participation that represents a broader concept involving all possible community nonfinancial strategies [25] .
In most developing countries, each PHC should have a health committee and, in accordance with policies, traditional birth attendants (TBAs) and community health workers (CHWs). All these members are volunteers.
The Health Committee is composed of community representatives. In compliance with national policies, they are elected or nominated and are given responsibilities for activities such as social mobilisation, maintaining lists of vulnerable persons, maintenance of the HC, cleaning of compound, cost-sharing management, Essential Drugs management, collection of annual fees for mutual insurance schemes and so on.
Most Traditional Birth Attendants (TBAs) have no formal basic education. They acquire their knowledge through experience. Most countries expect deliveries to be conducted by skilled midwives in maternity units and no longer encourage TBA support. Due to their involvement in crisis-hit areas, some organisations such as the ICRC or UNHCR take a more pragmatic approach. They support existing TBAs to better define when and where to refer expectant mothers when skilled midwives and maternity units are not available. TBAs are the key to swift referral decision-making, but their involvement should not be such that it delays referral. (see Box 7: Liberia).
Community Health Workers are expected to perform a wide range of educational and promotional tasks, such as mobilisation of mothers and their children for vaccination and other services provided at the health centres such as National Immunisation Days. With the support of UNICEF, some of them are trained not only as vaccinators but also as community drug distributors (First-line malaria treatment for the children under 5 years with symptomatic malaria). This has generated confusion, with false expectations both at their level and within the community. From experience, NGOs should support vaccinators only in the context of vaccination programs, and during outbreaks or emergencies. • Improvement in the knowledge of the TBAs • Strengthening of links between the MOH, the community, the HC and the TBAs.
Involvement with the various elements of the community requires more methodology, organisation and time than expected. Less educated people require more supervision and follow-up.
Time constraints and high NGO staff turnover are important limiting factors to take into account before embarking on community support. A deep knowledge of community culture and motivation is needed to avoid any potential misunderstanding.
All these community elements should meet monthly at the health centre.
Communication between the PHC, the community and its volunteers is a fragile component of any PHC strategy. The following steps are important factors in liaising effectively and holding successful meetings.
-During the first week of the month, PHC staff members complete the Health Management Information System (HMIS) forms, analyse the data and send the report to the District.
-The Results Illustration Charts are updated for presentation at the community meeting. (key community stakeholders such as the chairperson of the Health Committee and TBA and CHW representatives).
-The same month, the staff members responsible present and explain the monthly results to the community representatives: Health Committee, TBAs and CHWs. The results are discussed, and mobilisation activities are agreed upon for the CHWs and TBAs (See Box 5 Uganda). Holding a monthly community meeting with HC staff and the community (CHW, TBA and the health committee) was introduced in some of the Northern Uganda HCs.
Prior to the monthly meetings, HC staff members analyse the HMIS data for that month and record the results on Result Illustrations Charts (RICs), for example, the number of infants under 1 year receiving measles vaccination.
The health committee or HC staff then chair the meeting which is attended by TBAs, vaccinators and other CHWs.
The meeting is then opened up, offering a democratic approach to health matters. There is room for discussion, exchange of views, explanations and so on, all of which encourages greater accountability from those involved. Objectives are discussed and agreed upon at this meeting, for example, "increased encouragement to mothers to bring their children for vaccination and the importance of vaccination during pregnancy".
Monitoring, Evaluating and Learning
There is a vast amount of peer reviewed literature on monitoring and evaluation available in bookshops and humanitarian internet sites (SPHERE project, ALNAP, IASC…) [30] [31] [32] . However, beyond the theory, decisions are often taken in the field without evidence [33] . Furthermore, community involvement is minimal [25] .
The key concepts shared by all NGOs are:
Monitoring is a continuous and systematic process of collecting, measuring, recording, analysing and communicating information intended to aid management. Monitoring encountered in the field are primarily situation, activity and results monitoring.
Monitoring is useful to inform management decisionmaking, to support learning and also to assist internal and external reporting. In transitional situations, monitoring is often overlooked at the expense of costly donor-led evaluations [33] . It is important to use the information obtained through the monitoring system as a management tool.
Evaluations are an independent, objective and systematic assessment of the design, implementation and results of a programme (against recognised criteria) intended to draw lessons to improve practice and enhance accountability. Table 3 compares main characteristic of monitoring and evaluation. Impact evaluations are difficult and costly. It is important to rationalise the use of resources by limiting evaluation to output or outcome, with a clear explanation to donors and decision-makers.
In current practice, the health impact of programmes is too often assumed rather than demonstrated and assessment is seen as a separate activity that takes place at the end of the Box 9.
East of the Democratic Republic of Congo 2002-2004: Participation by Crisis-Affected Populations in Humanitarian Action
During the civil war that divided the DRC into different rebel-controlled areas, the ICRC was supporting 16 health centres, 5 of which were in Oriental Province. These Ikela health centres were on the front line in RCD-Goma controlled territory, while Ikela itself, with its referral hospital, were on the government side. Support was given from Kisangani, 272 km away from Ikela, forcing us to organise a relay of volunteers on boats and bicycles. An ICRC Congolese doctor provided a permanent service on a rotating basis to these 5 centres located deep in the rain forest.
According to Congolese culture, "PHC is born in the Congo, before being named in Alma Ata and baptised in Bamako". Indeed, before actually working there, it is difficult to imagine the high level of public health awareness among health staff and in the community.
The following are three examples of indicators developed by HC staff and their health committee. In Ikela district, specific objectives were chosen by HC staff, the committee and the ICRC, and then prioritised with their respective indicators. The "Hygiene Indicator" and the "Pharmacy Indicator" relate to activities carried out by HC staff and monitored by the health committee. The "Health Committee Indicator" relates to committee activities and is checked by HC staff
The hygiene indicator;
There is a clean and covered latrine within 20 metres of the HC 1 point
Access to the rubbish pit is fenced and the pit is covered or there is an incinerator 1 point
There is no rubbish visible in the HC compound 1 point
Grass is cut and collected in the HC compound 1 point
There is no rubbish visible in the HC (Ground, closet, window sill ) 1 point
The ground is clean and there is Chloramine cleaning twice a week 1 point Totalproject [33, 34] . The impact-related indicators (mortality rate, under age 5 mortality rate and nutrition status) relating to the programme's aim in Table 1 is best checked before and during programmes by means of regular surveys [35] . Indicators help to demonstrate change in conditions or results linked to interventions and provide evidence of progress. Table 1 provides a modest yet practical list of indicators corresponding to each SO.
The main challenge in transitional situations is to identify when to leave, according to results captured by indicators. One way is to compare the results of supported PHC centres with national results and international norms. These indicators are not only related to service delivery (e.g. vaccination coverage) but also to management (e.g. number of paid staff, regularity of medicine refurbishment), or security issues.
CONSTRAINTS ENCOUNTERED
The main field constraints described by the NGOs are:
MoH weaknesses: -Limited human resources at district level, and especially at HC level.
-Authority of the district team is weak and control of PHC staff is limited, leading to absenteeism. Limited interest in methodology due to multiplicity of partners.
-Absence of constructive supervision despite programme opportunities.
NGOs do not provide systematic and harmonised health training for their staff.
High staff turnover jeopardises quality follow-up and consistency.
International variations in standard training: education levels among NGO local staff and also PHC staffs vary widely according to their background (See Fig. 5 ).
Many stakeholders support vertical programmes, while few partners have a comprehensive approach.
Some implement only the immunisation programme or the gender violence programme with no integration with other services. For very specific programmes such as prevention of vertical transmission, this is an advantage.
To avoid duplication, some NGOs have withdrawn their support from some PHC when there is overlap with the programmes of other partners. Avoiding duplication is one of the roles of national authorities, with the support of the WHO in coordinating matters through the health & nutrition cluster.
As already mentioned, exit strategies are likely to be successful where the health system is supported by development partners.
Continuity of care is difficult to ensure due to lack of transport/ambulance services in most countries in transition situations. Assistance to referral hospitals is a factor that cannot be overlooked within PHC support.
UN or ECHO funded NGO may have difficulties in guaranteeing the continuity of their presence for the following year. This, of course, jeopardizes any smooth transition. The exist strategy is continually discuss to ensure that all options are considered, such as NGO replacement or renegotiation of the exit strategy itself.
DOCUMENTATION OF THE RESULTS
Requirements by the donors (ECHO, USAID, UNHCR, World Bank...) the documentation of results are commonly understood as a compulsory tool for further adjustment of the programmes.
While national formats take priority, each NGO has its own reporting formats. The following chapter documents some examples of useful supports for documenting activities and regularly assessing the situation.
Most of the countries concerned have a regional/national HMIS. The HMIS is not only the epidemiological report for clinical activities but is also a Health Management Information System incorporating management indicators. It is essential that the NGOs do not develop a system that parallels that already existing in the country before the crisis. Resources and time should be focused on the best use and analysis of local data.
Most of the countries have an Early Warning System. In this report, only communicable diseases with potential outbreaks are reported on a daily or weekly basis (Cholera, Dysentery, Measles, Meningitis, Hepatitis, etc).
If the Early Warning System does not exist or is not in operation, it is essential to put one in place, in collaboration with the MoH and other NGOs. The means of transmitting such data must be faster and more efficient than the monthly HMIS in order to generate daily (in case of an outbreak) or weekly actions.
A common tool found at the level of the HC is the Results Illustration Chart (see Fig. 5 ). These charts illustrate the monthly achievement of the health centre to obtain quantified results. The objectives target a specific population living in the catchment area. From existing demographic information, the PHC manager should obtain a clear idea of the different target groups, such as <1 year old, <5 years old, <15 years old, pregnant women, over 60 years old.
According to the different specific objectives (SOs) chosen at HC level, the PHC manager draws up the chart based on examples found below (see Table 1 ).
New consultations are reported monthly, and cumulative counts performed and documented.
This document is useful as a visual tool to illustrate the trend of services provided over a 12 month period but also at the PHC level to ascertain their achievement level, and to enable the team to adapt and provide course correction changes in a timely manner to attain the objectives. During the monthly meeting with the community, these charts are used to exchange information with CHWs and TBAs who are key social mobilisers in deciding the priorities for the months to come. NGOs also use them as daily, weekly, and monthly briefing templates to better communicate vital information to interested partners and stakeholders, and to document challenges and successes.
A simple tool used by ICRC is the morbidity based report (See Table 4 ). The aim of this report is to document in tabular form the different activities performed to prevent and treat the main pathologies in each HC.
Other pathologies documented may include diarrhoeal disease, moderate malnutrition, STI, skin conditions etc.
The pathologies are ranked according to their prevalence. Examples of activities required to tackle these diseases are shown in the second column of the table. They are drawn up according to MoH norms and WHO packages. Using these tables encourages the team to reassess, on a quarterly basis, the implementation of essential activities for each HC supported.
Other shared tools are the performance tables which may be designated differently from one NGOs to another (See Table 5 ). The table documents the progression of the programme by specific objectives, for each HC that is supported.
It is a useful table to complete on a monthly basis, ideally involving the PHC clinician in charge, the health committee and the NGO. When it is not possible to have the collaboration of the clinician or the health committee, the SO follow-up report remains an internal document.
The SO table documents some of the results and problems illustrated by the Result Illustration Chart, but it can also be used to identify the successes and challenges in other areas such as community involvement, management and maintenance. The indicators reported are provided in Table 1 .
Ideally, the indicators are agreed at PHC and community level and should be checked by health committee members or the clinician in charge (See Fig. 2) .
Even if revised within 4 to 6 weeks, this report is edited quarterly for documentation purposes.
CONCLUSION
Although most emergency NGOs have proved effective in acute crisis situations, with service delivery driven emergency action carried out without question, the difficulties encountered in transition situations are sources of concern, and the transition situation decision-making process rests on a wider set of variables, including local technical capacity to manage.
After any crisis there must be an assessment and analysis of needs, stakeholders' agendas, local capacity and community involvement. A longer timeframe must be envisaged to include local capacity building. Regular re-scheduling might be needed depending on a volatile security situation, any limitations on the actions of the various partners or authorities experiencing difficulties in shouldering their responsibilities. Involving a weakened local population and/or demotivated health workers is always difficult.
Rapid turnover in health staff and short-term planning for the use of annual donations are two key constraints that need to be understood. It is easier to find human resources and raise funds for a crisis that attracts major international media coverage (for example, tsunamis or earthquakes) than for chronic or transitional situation crises in forgotten areas (Darfur, DRCongo or Rohinga, stateless populations in Bangladesh and Myanmar). Both the donor community and the media need to balance their coverage and their analyses of such situations.
Together with this longed-for shift in donor and news coverage patterns, humanitarian organisations rightfully question their actual capacity to address longer-term challenges, where time and grass roots level involvement are essential. Working towards sustained development is a serious matter requiring long-term commitment. It should be based on sound management tools and the sort of community involvement approach that has been highlighted in this article. The authors contend that the framework this article provides will assist decision-makers in choosing the appropriate services and approach to best meet the needs of the populations they support in transition situations.
Maximising the beneficial effects of interventions in transition situations involves being aware of development and reconstruction requirements as early as possible in the crisis. At a local level, any organisation's humanitarian work is also part of rebuilding the social fabric that has been torn apart.
Any crisis brings a burden of destruction and suffering. The only positive effect it may have is to engender social changes and expose the affected society to new approaches and tools, and thereby offer better prospects. The same applies in the health sector. Transition situations are an excellent opportunity for introducing good practice and quality service, which may not have been present before the crisis.
Taking into account the large body of literature that has been produced on supporting health systems in transition and postconflict situations, and recognising the imperative need to improve access to and the quality of services, this paper presents a grass roots level, practical managerial tool for key steps in pragmatic decision-making in health care provision.
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